A 1260-gm infant boy was born to a 14-year-old gravida 1, para 1 mother at 27 weeks' gestation after an uneventful pregnancy, labor, and a normal spontaneous vaginal delivery. Apgar scores were 3 and 6 at 1 and 5 minutes, respectively. His early neonatal course included mild hyaline membrane disease requiring oxygen and nasal continuous positive airway pressure and hyperbilirubinemia secondary to Rh incompatibility that was treated with phototherapy. He also developed a right upper lobe pneumonia treated successfully with antibiotics. The blood cultures were sterile and the pneumonia resolved rapidly. He remained stable and feedings were initiated gradually.
The patient remained afebrile and normotensive but developed a swelling on the left side of his face that became more prominent over the next 3 days. The swelling overlaid the angle of the mandible and extended to the submandibular and submental region. The overlying skin was warm and erythematous. A diagnosis of sepsis with acute cellulitis of the left side of the face was assumed. Cultures of the blood, urine, and cerebrospinal fluid were sterile. The antibiotic regimen was changed to nafcillin and cefotaxime.
Radiologic evaluation of the mandible demonstrated a smooth periosteum with no evidence of periosteal elevation. Multiple grayscale and real-time sonograms demonstrated a large heterogeneous septated structure in the submandibular and submental region on the left side of the neck. Color-flow Doppler demonstrated increased vascularity around the mass. There were several areas of hilar-type vascularity that were suspicious for cervical adenopathy (Figure 1 ). The study was consistent with cervical lymphadenitis of the left neck. No discernible abscess was appreciated.
The patient's clinical status improved gradually with associated supportive measures and antimicrobial therapy. On day 3 after the onset of the swelling, there was obvious secretion of pus from the left Stensen's duct and a diagnosis of parotitis was established. A computed tomography scan revealed a minimally enlarged left parotid gland ( Figure 2 ). Several enlarged lymph nodes were noted on the left side of the neck (Figure 3) . Culture of the purulent material from the left Stensen's duct revealed many coagulase-negative staphylococci. There was no Gram stain obtained, and it is possible that the infectious agent was an anaerobic organism. In addition to hydration, warm compresses and parotid massage on the affected side were provided. The coagulase-negative staphylococcus was susceptible only to vancomycin and trimethoprim-sulfamethoxasole; however, nafcillin and cefotaxime were continued in light of the child's clinical response. It was considered unlikely that the coagulase-negative staphylococcus was the causative organism.
Over the next few days, there was a substantial decrease in the swelling and erythema on the left side of his face. After he had received 9 days of therapy with intravenous antibiotics, a 14-day course of therapy was completed using amoxicillin-clavulanate.
The parotitis had resolved by the end of therapy. At a follow-up visit 2 weeks later, he was in good health.
DISCUSSION
Acute suppurative parotitis is a rare infection in the pediatric population. [1] [2] [3] [4] [5] It has been described in some reports as a "vanishing dis-
ease." 1 A decline in the prevalence of this disease was noted since 1940, and most of the recent cases were reported before the year 1970. 1 Suppurative parotitis may occur as an acute episode or as multiple recurrences. Two pathogenic mechanisms are suggested, namely hematogenous seeding of the parotid gland (particularly in the neonatal period) or ascending infection from the oral cavity through Stensen's duct. Staphylococcus aureus is the most common organism. Other bacteria including Escherichia coli, Streptococcus viridans, Streptococcus pneumoniae, Streptococcus pyogenes, Pseudomonas aeruginosa, and anaerobic bacteria have been implicated as well. [1] [2] [3] [4] [5] Factors predisposing to parotitis include dehydration, low birth weight, immune suppression, ductal obstruction, oral trauma, and structural abnormalities of the parotid gland. Sepsis and malnutrition often are present in such neonates. 2, 6 Premature infants seem to be more prone to this infection than fullterm infants. In most series, 35% to 40% of affected infants have been born prematurely. 4, 5 Dehydration is considered an important predisposing factor. It causes salivary stasis, promoting bacterial ascent along the salivary duct. The parotid gland, a purely serous gland, is more susceptible to infection as a consequence of stasis. The submaxillary gland, a mixed gland, is less susceptible because it produces serous and mucous secretions; these secretions have bacteriostatic properties. 2 The only factors predisposing to infection in our case were prematurity and very low birth weight, and there was no evidence of dehydration. The clinical manifestations generally include fever, local swelling, erythema, pain, tenderness, and/or warmth of the gland. There may be unilateral or bilateral involvement. Most affected neonates have had additional problems. 1, 3, 6 In our case, the infant presented with respiratory distress and apnea. His condition deteriorated and he required mechanical ventilation. He was never febrile. His 
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Suppurative Parotitis in a Premature Infant clinical course was suggestive of a septic process despite a sterile blood culture. He likely acquired acute parotitis by a hematogenous spread. Examination of Stensen's duct orifice will often reveal localized inflammation. The presence of purulent drainage from the duct as seen in our infant is considered pathognomonic of the condition. 1, 4, 5 The indicated diagnostic studies include cultures from the blood, urine, and cerebrospinal fluid. Culture of the purulent discharge will probably reveal the infectious agent. Duct lavage may help to obtain material for culture. 3 Sialolithiasis is rare and can be ruled out radiographically. Evaluation by ultrasonography or computed tomography scan may be helpful. Such methods also are used to exclude abscess formation and are useful in identifying lymphadenitis. In some cases with recurrent infection, ultrasonographic evaluation may identify sialolithiasis. Sialograms may help reveal dilation of the ducts. 1, 3 The differential diagnoses to be considered include facial cellulitis, cervical or preauricular lymphadenitis, osteomyelitis, subcutaneous fat necrosis, and abscess formation. Mumps with parotitis is extremely rare in the newborn. 2, 5 Advances in antibiotic therapy have improved both outcome and prognosis. The need for surgical drainage has decreased substantially in the antibiotic era. Supportive care and hydration are considered important aspects of management. Warm compresses and parotid massage should be provided. Potential complications include involvement of other salivary glands or septicemia. Rare complications include facial palsy, salivary fistula, mediastinitis, and extension into the external auditory canal. [1] [2] [3] [4] [5] [6] 
